InTRODUCTIOn: Changes in delivery of health care services has led to pressure for community pharmacists to extend their traditional role and become more involved with patient-focussed services such as medication reviews, in collaboration with general practitioners (GPs). This has not been generally implemented into routine practice, and many barriers have been suggested that inhibit community pharmacists extending their role. These have often focussed on physical or functional barriers. This study explores possible attitudinal factors that prevent increased participation of community pharmacists in medication reviews undertaken in collaboration with GPs.
Introduction
Internationally there has been a drive for community pharmacists to extend their practice from a product focus towards more patient-focussed services, including involvement in medication reviews. The term 'medication review' encompasses a wide range of review types-from a review of the person's use of the medicine (adherence support, specific counselling or education) to clinical medication reviews involving collaboration with the prescriber. These reviews have not been implemented from community pharmacy as universally as could be expected, and are not an integral part of community pharmacy services even though pharmacists appear enthusiastic. A number of published studies have indicated a lack of participation and high withdrawal rate, despite good intentions by the community pharmacists. [1] [2] [3] [4] [5] This is in contrast to clinical medication reviews that are undertaken by clinical pharmacists*
WHAT GAP THIs FILLs
What we already know: Community pharmacists are being encouraged to increase their participation in patient-focussed services such as medication reviews. implementation of these services into routine practice have been very limited because of perceived physical or functional barriers.
What this study adds:
This study explored attitudes of community pharmacists who participated in a study of clinical medication reviews in collaboration with general practitioners. Barriers to this service were a perceived lack of mandate, a lack of perceived legitimacy of the service, and a perception that there was a lack of adequacy to provide the service.
within a general practice in the UK 6 or in primary care clinics / physicians' offices in the USA. [7] [8] [9] [10] The literature describes barriers to implementation of medicine management services, including adherence support or medicine use reviews. The barriers include:
Time/funding; • [11] [12] [13] [14] [15] [16] [17] [18] Poor use of staff; • 13, 14, 19, 20, 21 Lack of facilities, includ-• ing space and privacy; 11, 12, 14, 19 Lack of interprofessional relationships • and collaboration with general practitioners, 17, 18, 20, 22, 23 although those pharmacists in a non-community pharmacy setting (clinics, family physician offices) were less likely to agree that this was a barrier; 18 Postgraduate training and skills • enhancement; 17, 20, 21 The type of role or type of commu-• nity pharmacy (e.g. managers versus staff pharmacists; chain store versus independent community pharmacy); 17, 20 Concerns about the quality of the reviews, • especially in chain store pharmacies; 17 The attitudes of community pharmacists; • 20 Access to documentation, although • this was not considered a barrier for non-community pharmacy pharmacists based within physician offices. 18 Explorative work into why change is slow and how change could be managed raises diverse concepts. In a USA study, 24 four consistent factors emerged from four pharmacies that had successfully implemented innovative medication review programmes. These were:
Philosophy of practice
•
-defining values that guide professional behaviours and setting priorities when confronting challenging clinical decisions or ethical dilemmas
Patient care process
• -assuming responsibility for all the patient's drug therapy needs; developing a long-term therapeutic relationship with the patient; collaborating with physicians and other care providers to enhance care
Management system
• -including creating the physical environment of care areas and care rooms that are separate and distinct from the dispensing environment
Clinical knowledge
• -access to upto-date and reliable clinical information; a desire to learn and keep up with courses and continuing education.
Along a similar theme, Latif 25 argued that the paradigm shift from a product-focussed profession of dispensing to a more patient-focussed one with 'shared' responsibility for optimal drug therapy outcomes required the development of an ethical covenant between the pharmacist and patient. This was considered important, particularly in some organisational settings, e.g. chain drug stores, because there was an increased opportunity for ethical problems to arise where there could be an inherent conflict between professional values and organisational demands. For example, where the primary reimbursement is from dispensing prescriptions and selling retail products, a conflict may arise when more time is required for patient-focussed activities such as counselling.
Edmunds and Calnan
26 investigated issues evolving from health-related occupations attempting to re-professionalise, including community pharmacy, a group that the authors believed was developing strategies to enhance its professional status as a bid for survival, rather than trying to usurp the general practitioner's role per se. They recognised pharmacists were holding back changes to community pharmacy. They reasoned that this is because many community pharmacists still attribute ultimate authority to the general practitioner, and that there are internal divisions qUALiTATiVE REsEARCH between retail pharmacists and employee pharmacists, with profit-orientated versus health services conflicts. The pervasive view of pharmacy is described as marginal, incomplete, limited, with 'quasi' status due to reduced craftsman skills required to compound medicines, and with occupational or professional limitations due to lack of control over clinical autonomy with respect to involvement with prescription medicines usage, and consequently lack of economic autonomy beyond the retail role.
Edmunds and Calnan considered that pharmacy would remain viable only if full use of the pharmacists' skills and qualifications were utilised, yet identified a basic dilemma of a conflict between community pharmacists as traders or health professionals. Despite wishing to pursue more patient-focussed roles, many pharmacists did not want to encroach on the general practitioner's territory, generally seeing their role as reducing the general practitioner's workload (delegatory roles) and helping with adherence problems and patients' management of medicines rather than more clinical roles. They described conflicting views about the management of long-term medical conditions by pharmacists. Basically, as perceived by the pharmacists, there remained an entrenched division between general practitioners as prescribers and pharmacists as dispensers. 26 The GPPC study was a multi-centred randomised, controlled study conducted between 2002 and 2004 comparing people older than 65 years and on five or more medicines who received a clinical medication review, with similar patients who did not receive a medication review. The trial used community pharmacists working collaboratively with general practitioners. The intervention required the pharmacist to meet with the patient, with access to patient medical records, and then meet with the general practitioner to discuss potential medication alterations. The pharmacists were funded NZ$160 per medication review. General practitioners were reimbursed for enrolling the patient at NZ$50 per patient.
The aim of the GPPC study was to determine the impact of community pharmacy-based clinical medication reviews on medicines-related health outcomes, and to investigate the potential barriers to the implementation of this service. A poor completion rate in the study, with only 39% of pharmacists who agreed to participate providing usable data, indicated significant barriers to implementation of such a service. This paper explores the perceptions of New Zealand community pharmacists after working in this environment and to determine the barriers that limit community pharmacists and general practitioners working together clinically. The perceptions of general practitioners are discussed in the previous paper. 27 
Methods
At the end of the GPPC study face-to-face semi-structured interviews of pharmacists were undertaken by the researcher to determine what they perceived as inhibitors to wider implementation of clinical medication reviews. The interviews were up to 30 minutes and were audiotaped with permission from the interviewee. The primary areas discussed with the pharmacists were:
Aspects of the medication re-• view service that went well. Barriers to the provision of the • medication review service. Practicalities such as communication • processes, general practitioner acceptance, patient response, implementation problems and location of the service. The future they envisaged for clini-• cal medication reviews.
The interviews continued until no further information or concepts were forthcoming and were transcribed and analysed using QSR NVivo version 2.0. An analysis was undertaken by the researcher (LB) initially within six months of the interviews. The transcriptions were then re-analysed by the researcher using a general inductive thematic approach 18 months later to aid with consistency of interpretation. It was on the second analysis that the themes, beyond the basic responses to the questions, emerged.
Ethical approval for the study was obtained from the regional ethics committees (ref: 99/207).
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ORIGInAL sCIEnTIFIC PAPERs Findings
Twenty of the 26 pharmacists who started the GPPC study were interviewed. Of these 20, two pharmacists had withdrawn during the study, two provided no clinical data and one provided clinical data only for the intervention arm. † The six pharmacists who were not interviewed were unavailable for an interview at the time the researcher visited. The characteristics of the pharmacists are noted in Table 1 .
Overview
The themes that emerged from the interviews were whether the provision of clinical medication reviews was mandated, had legitimacy, was effective, and the adequacy of the pharmacist to provide the service. Views on government endorsement and the perceptions of others such as general practitioners and patients reflected concerns about a mandate. The concept of legitimacy was raised through comments relating to time requirements and funding, suggesting that medication reviews were not something that had priority over traditional pharmacy business matters. Comments on lack of confidence in clinical and personal skills, plus a need for peer support, indicated a perception of lack of adequacy.
The themes of mandate, legitimacy, effectiveness and adequacy are interrelated, with providers requiring adequacy in order to achieve effectiveness, which then gives legitimacy to the service, which should eventually become a role mandated by the profession and by others external to the profession. For the pharmacists the business perspective was important to the theme of legitimacy, which became the major theme.
the good aspects of medication reviews
In response to the broad question about the good aspects of the reviews, the pharmacists found particular satisfaction in building a better rapport with customers, and making a difference or helping people. 
Legitimacy
There were some general comments about community pharmacy as a business and the challenge of incorporating an extra service into the normal dispensing or supply and distribution priorities, particularly in times of staff shortages through holidays, sickness, etc. The medication review service was not seen as a priority or a part of the business, but more a 'nice-to-do'. The majority of pharmacists commented that the medication reviews were generally not done in routine work time, but in the pharmacist's own time. The funding was paid to the pharmacy, not the pharmacist. This meant that it was not incorporated into the normal routine of the business and † in the GPPC study only 26 of the 44 pharmacists who agreed to participate started the study (59%); of these, 21 completed the study (48%) and only 17 completed the study and provided useable data (39%). 
Employee 45%
independent contractor 25% (4)
Postgraduate study
Completed Masters or PG diploma 30%
Completing Masters or PG 35%
no postgraduate study 35%
ORIGInAL sCIEnTIFIC PAPERs other tasks, such as dispensing and retail, were considered a higher priority.
The time spent on each of the patient medication reviews was estimated by the pharmacists as four to six hours generally, with a few estimating as high as eight hours, and one about one-and-a-half to two hours. 
Mandate
The perception of whether there is a mandate for a new service is an important aspect of acceptance of a service. The pharmacists perceived that there was little mandate from general practitioners, although at times this seemed ambivalent and dependent on exposure. Despite government funding for the service at the time of the study, the pharmacists did not think the government had given them a clear mandate to undertake this role.
The biggest problem is I am actually, like, hitting a brick wall. It is whether you get doctors to buy in to it. Whatever it takes to get them to buy in, once they are bought in I think they are okay. [P4]
There seems to be quite a demarcation line between medical things and pharmacy things and I think the Guild, the Doctors' Guild, see us as just counting tablets and selling makeup. 
Adequacy
The pharmacists need to feel they have adequate clinical knowledge and skills to provide the clinical medication review service, or have the motivation to obtain the necessary skills. During the interviews there were a number of comments made regarding clinical skills, personal confidence and the desire for peer support, with an indication that a number of the pharmacists felt they were working in isolation. The issue of funding is also relevant to the concept of adequacy to provide clinical medication reviews. To do these efficiently for the funding provided, the pharmacists require adequate skills and knowledge to complete the review within the expected (funded) time frame.
I probably need to up-skill to be able to be more confident and say, 'okay this is the research that I am talking about', not just my gut feeling.
[P9]
I don't have the confidence.
[P10]
I think it needs to be done properly, but having said that, that is one of the reasons why there aren't enough people to actually do it now.
[P6]
That is one thing I do struggle with, I would prefer to be able to discuss every care plan basically. It worries me not having any backup, any double checking.
[P11] ‡ CPC ® is Comprehensive Pharmaceutical Care, a structured model used for the clinical medication reviews. qUALiTATiVE REsEARCH
ORIGInAL sCIEnTIFIC PAPERs

Effectiveness
To undertake a service there must be a perception that it is effective-for the patient, the general practitioner and the pharmacist. The pharmacist's focus on effectiveness also included an efficiency and business perspective. This came through in comments relating to communication, feedback, implementation of recommendations, and potential location of the service.
Feedback on the acceptability of recommendations was generally considered to be lacking, and so left the pharmacists not knowing whether their work had been useful. There were also some problems with implementation, despite apparent acceptance of the recommendation in some cases. This seemed to be related to communication, with the preferred communication method between the pharmacist and the general practitioner being face-to-face. It was recognised that this was more time consuming, but a written summary plus a discussion appeared to be more productive and assisted the pharmacist in understanding the general practitioner perspective.
You do the first few and you don't get any feedback. They are not good at giving feedback and how good they found it. Actually that is probably the biggest downer… if they don't refer other patients to you for a while you think, oh, did I do something wrong? Did they think it was a waste of time? [P12] Opinion on the best location of the service was divided. Home visits had recognised advantages but became a significant time factor in the total service, and problems with being in the pharmacy… I personally find it too hard to do an interview, come back to work, be a pharmacist dispensing then go home and write up the case studies or try and find some time out because I don't get space in the office.
[P4]
If you are an independent person you can do it in the pharmacies, so long as you get yourself organised and, like, have a morning a week to book in patients and… I think it would be difficult to do it if you worked full-time in that pharmacy, and then once a week you were trying to do this because, when you go to write them up, if you are trying to do it in work time and if you are trying to do it on the premises, it is very difficult to say to a member of the public why you are doing something in the dispensary one day and the next day you are ignoring them.
[P13]
Feasibility of clinical medication reviews in the future Although the themes of mandate, legitimacy, effectiveness and adequacy emerged, a final question on whether the pharmacists believe there is a future for clinical medication reviews provided a summary of their overall view. All the pharmacists considered that these reviews should be part of the future for pharmacy, though two pharmacists felt that it was not something that they would pursue because of their perceived skill level and the stage they were at in their career. No pharmacist could see themselves providing the service full-time, but usually for one to two days a week. The reasons for this varied: fitting it around children; having interests in other parts of the business; finding difficulty fitting it into the business staff-wise for more than one day a week and finding the intensity difficult. This may also indicate a perceived lower priority of the service, and that it is merely an 'add-on' service. A number of pharmacists commented that the standard of the reviews needed to be maintained and the service needed to be done properly if there was to be a future for clinical medication reviews.
Twelve months after the GPPC study ended, 44 pharmacists who initially accepted the invitation to participate in the study were asked how many medication reviews they had done in the previous year. Thirty-eight pharmacists (86%) responded. Of the 25 pharmacists who had not undertaken any medication reviews in the previous 12 months, six no longer worked in community pharmacy (two had moved to hospital, two to a Primary Health Organisation (PHO) and two to a professional organisation), three had sold their pharmacy, and three were focussed on family commitments. Of the 13 pharmacists who had completed medication reviews in the previous 12 months, six were rest home-based completing three to 30 reviews over 12 months, and four had done minimal numbers for ambulatory patients (two to eight). Three pharmacists who had underqUALiTATiVE REsEARCH taken a substantial number of medication reviews for ambulatory patients had done so after moving into a PHO environment and no longer worked in community pharmacy. (Figure 1 ) This demonstrates the lack of incorporation of the clinical medication reviews service into routine community pharmacy services after the study, despite funding being available at the time.
Discussion
Despite the funding provided by the government for clinical medication reviews, the community pharmacists did not perceive that they have a mandate to provide the service, that it was a legitimate service or that they had adequate skills and experience to provide the service, despite an apparent desire to undertake these services. If the ORIGInAL sCIEnTIFIC PAPERs reviews were perceived as a legitimate service, then they should receive reasonable priority in terms of time.
While other researchers identified a number of physical or system barriers, this study supports the findings that pharmacist attitudes contribute additional barriers, 20 particularly the concept of whether this is a legitimate service from a community pharmacy.
The work of Edmunds and Calnan 26 suggest some reasons for this, including that, despite a view that their skills were underutilised and their desire for an extended role in patient health care, community pharmacists find it difficult to manage the conflict between being a trader and being a health professional. They believe that pharmacists see themselves as dispensers of the general practitioner's prescriptions and wish to avoid conflict with general practitioners over clinical decisions. They feel unworthy to challenge the status quo, despite a perception that they are knowledgeable about drug therapy.
In contrast, clinical pharmacists working within general practice or primary care clinics appear to be more integrated into the health care team and experience fewer barriers to providing clinical medication reviews and other medicine management services independent of dispensing and supply. [6] [7] [8] [9] [10] A further area of research should involve the perceptions and acceptance of clinical pharmacists working within PHOs and general practices, independent of a community pharmacy, as well as the influence this has on patient medication-related health outcomes.
The limitations of this study are that the pharmacists generally already had a relationship with the general practitioners in the study, therefore reducing one barrier identified in previous research. 17, 18, 20, 22, 23 The nature of these medication reviews were clinical rather than just focussing on adherence support, which is the current funded service in New Zealand and likely to generate less hesitancy about adequacy. These findings also relate to pharmacists who were motivated, having undertaken extra training to provide the clinical medication reviews. It would be of academic interest to assess the views of less motivated pharmacists. Presumably they would be even less accepting of their role in clinical medication reviews. Conversely exploring the perceptions of clinical pharmacists working in PHOs may find that these pharmacists perceive a legitimate role in clinical medication reviews and believe they have adequate knowledge and skills.
Conclusion
While the skills of community pharmacists appear to be underutilised, there are barriers to increasing the role of community pharmacists in medicines management services. One of the main problems that needs to be addressed is the perception of community pharmacists and their attitude towards the new services, particularly the need to see these services as a priority and a legitimate service. It may be preferable to provide clinical medication reviews from within a PHO or general practice by a clinical pharmacist, independent of a community pharmacy.
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